Pandemic RNA viruses unpredictably evolve, are genetically distinct from circulating strains, and cause sustainable human-to-human transmission and clinical illness. Starting in late 2019, the world was faced with a new coronavirus named severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), the etiologic agent of coronavirus disease 2019 (COVID-19) [@b0005]. A pandemic was declared on March 11, 2020 and as of July 23 fifteen million cases and 619,150 deaths have been notified globally [@b0005]. In this pandemic several countries experienced an unprecedented surge demand on their healthcare systems, which greatly exceeded their capacity to respond [@b0010], [@b0015], [@b0020]. Shortages of healthcare workforce were also noted, with healthcare personnel (HCP), especially those in the frontline, disproportionately affected [@b0025], and high rates of absenteeism were recorded [@b0030].

As the potential of SARS-CoV-2 unfolds [@b0035], [@b0040], it is highly likely that a second pandemic wave will occur starting this fall/winter. Although by the time COVID-19 hit the United States and Europe the majority of our influenza season was over, it is likely that we will not be that lucky this fall/winter. The demand that could be imposed on healthcare systems is expected to far exceed that of medical care demands during the influenza seasons alone. This is attributed to three factors: first, human-to-human transmission of SARS-CoV-2 is much easier compared to influenza \[a basic reproduction number (Ro) of 3.6 was estimated for SARS-CoV-2 in Northern Italy\] [@b0040]; second, a very large proportion of the population remains susceptible; and third, the case fatality rate of COVID-19 is much higher than the case fatality rate for seasonal influenza [@b0015]. Recently Faust and del Rio estimated that COVID-19 deaths are 9.5--44.1-times greater than those recorded during the peak week of influenza deaths during the past seven influenza seasons in the United States, with a 20.5-fold increased mean [@b0015]. The demand that could be placed on healthcare systems could be even worse in countries like Greece, with very limited circulation of SARS-CoV-2 during the first wave.

Seasonal influenza is a major cause of morbidity, mortality, and use of healthcare services globally [@b0045]. In accordance with the World Health Organization (WHO), up to 650,000 deaths are associated with seasonal influenza respiratory infections annually [@b0045]. HCP are at increased risk for influenza infection, and have been often traced as sources of infection for vulnerable patients [@b0050]. The rationale for immunizing HCP against influenza relies on the need to protect them, especially those with co-morbidities, their patients, and to provide healthcare services particularly at a time of high demand [@b0050]. Beyond absenteeism, influenza immunization is expected to reduce presenteeism, which is frequent even among HCP who provide healthcare to high-risk patients.

Influenza and COVID-19 can present with similar symptoms, and co-infections with a more severe course, complications or a fatal outcome have been recorded [@b0055], [@b0060]. Beyond that, COVID-19 and seasonal influenza share the same high-risk groups and both can prove detrimental for older persons and persons with chronic co-morbidities, including obese persons and residents of long-term care facilities [@b0065], [@b0070]. For example, in several European countries COVID-19-related deaths in residents of long-term care facilities accounted for 30--60% of all COVID-19 deaths [@b0070]. Therefore, influenza immunization is of critical importance for high-risk groups to reduce the possibility of influenza infection and co-infection with SARS-CoV-2, diagnostic dilemmas, and inappropriate management in terms of antiviral therapy and infection control. A mathematical model developed to assess the effect of mass influenza immunization on the spread of COVID-19 and other respiratory pathogens in the case of an overlapping epidemic with the influenza season, found that increasing vaccine uptake could facilitate the management of respiratory outbreaks coinciding with the peak influenza season, and especially, compensate for the shortage of the detection resources [@b0075]. Furthermore, in the case of co-circulation of influenza virus and SARS-CoV-2, high influenza vaccine uptake rates in a well-matched season between the circulating influenza strains and the vaccine influenza strains, could reduce the epidemiological noise of influenza during the COVID-19 epidemic. Beyond strong immunization recommendations against influenza, of equal critical importance is to ensure routine immunizations, e.g. pneumococcal immunization for the elderly and patients with chronic diseases and pertussis immunization for pregnant women.

Lastly, organizational or accessibility barriers in immunizations that emerged during the COVID-19 pandemic should be addressed. For example access to immunization services was highly jeopardize the past months in several countries, either because vaccinations were averted by the healthcare systems or because of the elimination of healthcare seeking for reasons other than COVID-19 [@b0080].

Given the uncertainties of a second COVID-19 epidemic wave, and when a COVID-19 vaccine might be available, influenza immunization should be regarded as integral component of preparedness and response plans for the COVID-19 pandemic. Prioritizing influenza immunization of pregnant women, persons with co-morbidities, the elderly, and residents of long-term care facilities is absolutely justified. Increasing influenza vaccine uptake by HCP is also imperative in order to protect the essential healthcare services from influenza-associated absenteeism and the vulnerable patients they care for.

We call for public health authorities globally to work on raising influenza vaccine uptake rates prioritizing high-risk groups and HCP. In countries where HCP are immunized against influenza on a voluntary basis, like in almost all European countries, the implementation of mandatory immunization policies should be highly considered in the context of the ongoing pandemic [@b0085], [@b0090]. Because concerns exist that manufacturers may divert manufacturing capacity to COVID-19 and other vaccines, we call upon manufacturers to insure an *increased* supply of influenza vaccines as early in the fall season as possible in order to allow large-scale immunization programs hopefully prior to a second wave of COVID-19.

Declaration of Competing Interest
=================================

The authors declare the following financial interests/personal relationships which may be considered as potential competing interests: Dr. Poland is the chair of a Safety Evaluation Committee for novel investigational vaccine trials being conducted by Merck Research Laboratories. Dr. Poland offers consultative advice on vaccine development to Merck & Co. Inc., Avianax, Adjuvance, Valneva, Medicago, Sanofi Pasteur, GlaxoSmithKline, Emergent Biosolutions, and Dynavax. Dr. Poland holds patents related to vaccinia and measles peptide vaccines. These activities have been reviewed by the Mayo Clinic Conflict of Interest Review Board and are conducted in compliance with Mayo Clinic Conflict of Interest policies.

Dr Maltezou: nothing to declare.

Dr. Kalliopi Theodoridou: nothing to declare
